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1.0of 3 Licensure Violations:

300.675a)1)2)3)A)B)C)D)E)F)G
300.675b)1)A)B)C)D)E)2)3)4)
300.6753)1)A)B)C)D)E)F)G)H)I)J)2)3)4)

| 300.675d)

300.6756)

Section 300.675 COVID-19 Training
Requirements EMERGENCY

a)Definitions. For the purposes of this Section,
the following terms have the meanings ascribed

| inthis subsection (a):

1'CMMS Training” means CMMS Targeted
COVID-19 Training for Frontline Nursing Home
Staff and Management, available at
https://QSEP.cms.gov.

2)Frontline clinical staff means the medical
director of the facility, facility treating physicians ,

| registered nurses , licensed practical nurses,
certified nurse assistants , psychiatric service

rehabilitation aides, rehabilitation therapy aides,
psychiatric services rehabilitation coordinators,
assistant directors of nursing, directors of nursing

| , social service directors, and any licensed

physical, occupational or speech therapists. Any
consultants, contractors, volunteers, students in
any training programs , and caregivers who
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provide, engage in, or administer direct care and
services to residents on behalf of the facility are
also considered frontline clinical staff.

3)"Ménagement staff means any facility staff
who:

A)Assign and direct nursing activities;

B)Oversee comprehensive assessment of
residents’ medical needs and care planning;

C)Recommend numbers and levels of nursing
personnel;

D)Plan nursing service budgeting;
E)Develop standards of nursing practice;

F)Supervise in-service education and skill training
for all personnel; or

G)Participéte in the screening of prospective

| residents and resident placement.

b)Required Frontiine Clinical Staff Training

1)All frontline staff employed by the facilities shall
complete the following portions of CMMS Training
AModule 1: Hand Hygiene and PPE;

B)Module 2: Screening and Surveillance;
CModule 3: Cleaning the Nursing Home;
D)Module 4: Cohorting; and

E)Module 5: Caring for Residents with Dementia
ina Pandemic.

2)Facilities shall ensure at least 50% of frontline
clinical staff have completed the CMMS Training
by January 31, 202I.
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